While the aetiology and cure for Crohn's disease remains unknown,' medical and surgical treatment can offer only symptomatic relief. Both modalities are used when symptoms become too distruptive and disabling. Conventionally, medical treatment is used first, followed by surgical resection if disabling symptoms persist.2`S The perceived costs and risks of surgical resection include postoperative pain, surgical scars, anastomotic complications, the short bowel syndrome, and the recrudescence of Crohn's disease despite resection. Therefore the timing of the decision for surgery in Crohn's disease is based on an evaluation of the symptom severity of the disease, medical treatment failure or side effects, and perceptions of surgical risk. Optimal evaluation of these competing factors should result in surgery timed to the patient's best advantage achieving maximal relief of symptoms with minimal surgical disadvantage.
The timing of the decision to perform intestinal resection for Crohn's disease is strongly influenced by the patient's medical advisers. It is the patient, however, after resection, with personal experience of both disease symptoms and surgery, who is in the best position to judge whether or not the timing of surgery was ideal. A clear indication of the preferred operation time was given for 69 resections. This varied between 0 months -that is, at the same time, and 180 months earlier -that is, 15 years before the resection was done. The median preferred operation time was 12 months earlier (95% confidence limits, 18 months to 7 months). Factors cited in favour of earlier surgery for 58 resections included the severity of symptoms preoperatively (97%), the ability to eat normally after resection (86%), feeling of well being after the resection (62%), and abolishing the need for drugs (43%).
Patients preferring an earlier operation time were less likely to have had a previous resection (13/58) than patients in the 'same time' group (10/21, X2=4 746; p<005). Follow up was available for all 79 resections with 30 subsequently showing radiological or surgical recurrence, or both. A greater proportion of the resections that would have been preferred earlier were followed by recurrence (24/58) than was seen after resections that would have been preferred at the same time (6/21). The time to recurrence in the 'earlier' group (median 3 8 years; range 1 2-16 2 years) was not significantly different to the time to recurrence in the 'same time' group (median 4*5 years; range 044-18 2 years; p=0 89).
Discussion
The main aim of management for the patient with Crohn's disease is to maintain a normal quality of life against the ravages of primary bowel symptoms and fatigue.6 Surgery for Crohn's disease is currently reserved for those patients whose symptoms cannot be controlled with medical treatment. The difficulty is to identify the patient who is not benefiting from medical treatment so that expeditious resection can be carried out. This dilemma can be compounded by the patient's fear of surgery6 and the tendency of some physicians to see surgical resection as a 'failure'.
Our practice has been to use surgery simply as a treatment for suitable Crohn's disease patients within the setting of a joint medical and surgical gastroenterology clinic. Despite this collaborative approach, most of our patients felt that they had tolerated one year of symptoms more than they would have wished, before having their Crohn's disease resected. The severity of the symptoms and the inability to eat normally were the main reasons that most patients would have preferred earlier surgery. The 'extra' period of symptoms was borne well by most patients but in some these symptoms had a significant deleterious effect on marriage, education, and employment.7 There was no evidence that either frequency or timing of Crohn's disease recurrence influenced the patients' replies. The timing of recurrence in both the 'earlier' and the 'same time' group was similar with the patient's preferring earlier resection having the higher rate of recurrence.
In a retrospective study it is not possible to accurately quantify the causes of delay, but the greater part occurred before referral to the joint medical/surgical gastroenterology clinic. Three elements in this delay can be recognised -delay at general practitioner level, usually associated with failure to recognise the extent of morbidity suffered; delay by gastroenterologists resistant to surgery; delay by surgeons without a specific interest in inflammatory bowel disease. This last group tends to include patients that have severe and complicated disease considered 'inoperable'. There is a need, however, for a prospective study to examine delays at all levels for patients requiring resection for ileocolonic Crohn's disease.
Patients that had one or more previous resections for 
